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Common Peroneal Nerve Palsy Caused by an Intraneural Ganglion

-A case report-

Gi-young Park, M.D., Jung-ho Bae, M.D., So-young Lee, M.D., Sung-mun Lee, M.D." and Kwang-sun Song, M.D.2

Departments of Rehabilitation Medicine,

To date, very few cases with intraneural ganglion cyst of
the peroneal nerve has been reported. The common sym-
ptoms include localized pain and various degrees of motor
and sensory deficits. Though electrodiagnostic study has
been useful in lesion localization, recent imaging studies,
such as ultrasonography and magnetic resonance imaging,
should be used in establishing differential diagnosis and
extent of a lesion preoperatively. Treatment can be achieved
by microsurgical removal of the cyst. We had a 74 year old

IRadiology, *Orthopedic Surgery, Keimyung University School of Medicine

female with right foot drop for 3 months and we diagnosed
that she had intraneural ganglion of the peroneal nerve using
physical examination, electrodiagnostic study, ultrasonogra-
phy, and magnetic resonance imaging. Although there was
no specific symptom on the left side, there was a similar
lesion like that of right intraneural ganglion, that was de-
tected by ultrasonography. However, the patient’s neurologic
symptoms have not improved after operation. (J Korean
Acad Rehab Med 2006; 30: 289-293)
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Table 1. Findings of Motor and Sensory Nerve Conduction Studies

Latenc . Velocit
(msec)y Amplitude ( m/sec)y
Motor conduction
Right peroneal nerve
EDB" 3.05 1.9 mV 43.0
(AFH2-BFH?)
0.5 mV 30.7
(B.F.H.-EDB)
Left peroneal nerve
EDB" 3.70 2.8 mV 48.0
(AFH-BFH)
2.7 mV 50.9
(B.F.H.-EDB)
Right tibial nerve 5.10 17.1 mV 59.0
Left tibial nerve 4.55 12.7 mV 46.5
Sensory conduction
Right superficial not
peroneal nerve evoked
Left superficial 2.25 12.1 uv
peroneal nerve
Right sural nerve 1.50 25.8 uvV
Left sural nerve 1.65 26.7 uV

1. EDB: Extensor digitorum brevis, 2. A.F.H: Above fibular head,
3. B.F.H: Below fibular head
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Table 2. Needle Electromyographic Findings
Abnl spontD

————————— MUAP”  Recruitment

Pos” Fib”
Right
Biceps femoris, short 0 0 polys)
Tibialis anterior +++ +++ poly MR”
Peroneus longus + + poly SR”
Extensor hallusis longus +++ +++ poly MR
Gastrocnemius, medial 0 0 normal full
Left
Tibialis anterior 0 0 normal  full
Peroneus longus 0 0 normal  full

1. Abnl spont: Abnormal spontaneous activity, 2. MUAP: Motor
unit action potentials, 3. Pos: Positive sharp waves, 4. Fib: Fibrilla-
tion potentials, 5. Poly: Increased polyphasia, 6. MR: Markely re-
duced recruitment, 7. SR: Slightly reduced recruitment

Fig. 1. Ultrasonography of right (A)
and left knee (B) showed poorly
defined, hypoechoic area around
fibular head along the course of both
common peroneal nerves.



Fig. 4. High resolution findings of intraneural ganglion showed
myxoid degeneration of connective tissue and fluid filled the cyst,
and the cyst wall lacked a true cell lining (H&E, *100).
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Fig. 2. T2-weighted coronal (A) and
axial (B) images of right knee showed
intraneural ganglion cyst involving
right common peroneal nerve around
fibular head (arrow).

Fig. 3. Operative findings showed
that the common peroneal nerve
(arrow) crossed the peroneus longus
(arrowhead) (A) and a ganglion cyst
(arrow) was dissected from the per-
oneal nerve (arrowhead) (B).
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